Pressure sores have always been with us and remain so. The care and prevention of sores in spinal injuries have shown a dramatic improvement over the past decade while for other categories this cannot be said.
It has been well known that pressure sores or decubitus ulcers have existed from anci ent times and have perplexed as well as vexed physicians and surgeons alike. While it is also established that the prime, if not sole cause of their production is pressure acting for a surprisingly short period of time in susceptible individuals, prevention, treat ment and even recognition of them remains a taxing and expensive problem. To those of us who work with patients who are at particular risk, such as those with a spinal injury, the occurrence of a pressure sore under our supervision represents a very serious breakdown in care and should be rare. The situation outwith a specialist unit remains particularly disappointing, and, in spite of continued attempts at educating by lectures and publications in non specialist journals, pressure sores still occur in signifi cant numbers. In some cases they seem even to be totally unexpected and misunderstood by the medical and nursing staff. Resent ment is likely if it is inferred that the cause of the pressure sore lies in a failure in the system of care -but this is usually always the fact of the matter.
When I was first appointed a consultant in 1980, surgery for the treatment of pressure sores in spinal injuries units appeared to have been a rather uncertain and slow process. Over the previous periods, any skin flaps that were done were transposition or rotation random pattern flaps. These had a precarious blood supply, limited mobility, and required optimal bacteriological condi tions to ensure good healing. A revolution occurred with the development of musculocutaneous flaps in reconstructive surgery in the 1980s following various publications (including that of NAHAl et at relating to the tensor fascia latae musculocutaneous flap for pressure sore repair). Now it was possible to utilise a greatly improved blood supply, mobility, and cavity filling abilities to obtain rapid and more secure repairs than had been previously obtained. Education of and more widespread publi cation and information directed towards these persons are essential. I would encour age all of you who are involved in the care of paraplegic and non paraplegic patients at risk to think of ways whereby this can be achieved. The example of what has now been obtained for paraplegic patients should be an added stimulus for both teachers and pupils.
